This study aimed to explore how adults with lived experiences of voice hearing, who have participated in hearing voices groups based on approaches of the Hearing Voices Movement, understand their voice hearing experiences (VHE). A phenomenological approach guided the study design. In-depth semi-structured interviews were conducted with five participants who attended a hearing voices group. Participants experienced a journey of understanding VHE. The overarching theme 'tension and recalibration' permeated five themes: beliefs about voices; navigating the relationship with my voices; learning to live with my voices; rediscovering myself with my voices; and, influences to understanding my voices. This study highlights how voice hearers' understanding can evolve over time and throughout phases of recovery. Implications regarding intervention to support individuals to explore VHE are discussed.
Introduction
Hearing voices, referred to clinically as 'auditory hallucinations', can be a source of great comfort and guidance (Beavan 2007) , offer commentary on one's life, and be derogatory, threatening and commanding in their messages. Voices can elicit profound emotional distress (Honig et al. 1998; Knudson and Coyle 2002) . The dominant perspective considers voice hearing as a symptom of psychiatric disorders such as schizophrenia (American Psychiatric Association 2013). First-line psychiatric approaches generally aim to alleviate distress by prescribing medications to eliminate voice hearing (Leudar et al. 1997) . However, evidence indicates that the overall efficacy of medications is low, with most voice hearers reporting that medications not only failed to eliminate their voices, but made them worse (Ascher-Svanum et al. 2010) . Medications have been shown to effectively reduce hearers' emotionality toward voices (McCarthy-Jones and Longden 2013) , however this approach has been criticized for not supporting individuals to develop effective coping strategies (Corstens et al. 2008; McCarthy-Jones and Longden 2013) . Additionally, negative side effects, such as sedation, have been reported to outweigh the benefits of medication (Ascher-Svanum et al. 2010; Kalhovde et al. 2014) . Many voice hearers have identified therapeutic needs beyond medication management, and have called for approaches that validate voice hearing, rather than suppress and ignore it (Clarke 1998) .
The current evidence base is replete with studies describing the debilitating effects of voices. However, emerging evidence suggests that voices may be experienced positively by individuals who accept and understand them (Holt and Tickle 2015; Romme and Escher 1989) . In the seminal study, Romme and Escher (1989) discovered that a significant proportion of voice hearers coped well with their experiences, had received no psychiatric diagnosis and had never sought clinical support for their VHE. In fact, accepting and understanding voices constituted a key difference between voice hearers who required support from mental health services and those who did not (Beavan 2011; Honig et al. 1998; Romme and Escher 1989) . This suggests that voice hearing itself may not elicit distress; rather, the response of the voice hearer and those around them can influence one's coping ability. Through exploring and interacting with voices, some individuals have learnt to negotiate boundaries to reduce powerlessness and distress. These perspectives suggest a more collaborative role for health professionals that involves supporting voice hearers to explore and understand their VHE to promote sustainable coping and recovery.
A wealth of perspectives on voice hearing from voice hearers themselves have emerged since the Hearing Voices Movement (HVM) arose from the work of Romme and Escher (1989) . The HVM espouses the philosophy that voices hold metaphorical meanings in relation to the hearers' lives, emotions and histories (Corstens et al. 2014; Romme and Escher 2000) . The HVM advocates for approaches that support exploration and sense-making in the context of life events, which may include trauma, grief and loss (McCarthy-Jones and Longden 2013) . Emerging evidence suggests that voice hearers who make sense of their VHE by exploring personal life meanings have improved quality of life outcomes, including significant reductions in distress and enhanced coping (Beavan 2011; Knudson and Coyle 2002; Stainsby et al. 2010) .
A small but significant qualitative evidence base explores how voice hearers understand their VHE and what contributes to their understanding. These studies described how the power of the voice, its origin and its identity contribute to the messages that voice hearers take from their voices, and how they respond (Fenekou and Georgaca 2010; Holt and Tickle 2015) . Understanding voices as embodiments of real-life people or events can enhance coping strategies that specifically target the distress related to voices, and in doing so, support coping over time (Romme et al. 2009 ). For example, voices may reveal unresolved issues that allow for psychological intervention to be introduced to help voice hearers overcome painful life events (Romme et al. 2009 ). To date, evidence describing how voice hearers who are informed by the philosophy of the HVM understand their VHE is limited to personal testimonies. There are currently no Australian studies investigating how voice hearers understand their voice hearing experiences. The existing preliminary evidence has enlisted the perspectives of voice hearers who were receiving individual care in a public inpatient setting during acute distress (Fenekou and Georgaca 2010) , or in public community services (Holt and Tickle 2015; Knudson and Coyle 2002) . External influences can play a significant role in shaping voice hearers' understanding, and therefore influence coping around VHE (Holt and Tickle 2015) . Examining the understanding of voice hearers who have experienced approaches informed by the HVM is critical to informing current clinical mental health service provision. The aim of the current study was to understand how adults with lived experiences of voice hearing, who participated in a Hearing Voices Group in an Australian setting, understood their VHE.
Methods
Phenomenological approaches seek to explore the essence of lived experiences from the perspective of the person themselves (Grbich 2007) . A phenomenological approach was used to elicit voice hearers' insights of their VHE to expand the current understanding of this population within an Australian context.
Phenomenological approaches support accessing key informants with lived experiences of the phenomenon under investigation (Grbich 2007) . Convenience sampling was thus employed amongst consumers from a Hearing Voices support group. The group involves a nine-week series, cofacilitated by a consumer worker with lived experiences of voice hearing and a mental health clinician. Based on HVM approaches and positive psychologies, this group aims to support voice hearers to make sense of their VHE and provide peer support with coping. Ethical approval was obtained from the Northern Sydney Local Health District Human Research Ethics Committee.
Recruitment
Thirty-four potential participants were identified via a database search conducted by staff of the service. Staff conveyed information about the study to adult service users who met the following criteria: (a) self-identified as hearing voices and (b) had participated in at least one group series. Participation in one group series was required to provide adequate introduction to the approaches of the HVM. Potential participants were notified of the study by staff of the service with whom they had established relationships. Information about the study was provided through several means: mail-out flyers, verbal announcements at the groups running during the data collection period, and phone calls. This resulted in two participants consenting. A second round of flyers were mailed out two weeks after the initial contact and verbal reminders were given at four consecutive groups. A further three participants consented at this stage. Participants were briefed regarding the study process by the researcher upon initial contact. Care was taken to inform participants of possible discomfort during the interview process and that a clinician would be available during their interview to provide assistance. The participant information sheet, consent form and interview guide were offered to participants before their scheduled interview. Participants were screened for signs of acute distress by the researcher at each point of interaction. No participant exhibited signs of distress or requested clinical assistance during the study.
Participants
Five participants were recruited. This is consistent with other qualitative studies involving similar participant groups (Anketell et al. 2010; Knudson and Coyle 2002) . Participants' ages ranged from 30 to 62. The average duration of voice hearing was 28 years. Four participants self-identified as being in the later stages of psychological recovery of rebuilding or growth (see Table 3 ).
Data Collection
Data was collected by the first author using in-depth semistructured interviews. This method provided participants with the flexibility to guide the interview and explore personally meaningful topics (Minichiello et al. 2004 ). An interview guide was developed by the first and second researchers as a prompt to guide participants' thinking processes. The interview guide covered topics such as the participants' interpretation of their VHE at initial onset and over time, influences on their understanding of VHE, coping strategies employed and the impact of the voices on their lives. Open-ended questioning and prompts were employed to further explore participants' responses. An example of an open-ended question was "Tell me the story of your experience of voice hearing from the beginning". Possible probes included: "How did you make sense of your first VHE at the time?" and, "What contributed to this?"
Audio-recorded interviews lasting 70-120 min were conducted in a private room at a community mental health center. Prior to interview commencement, participants were reminded that their participation was voluntary and confidential. Informed written consent was obtained. Demographics data was collected.
Analysis
Interviews were transcribed verbatim. Nvivo (QSR International 2014), a qualitative data organization program, assisted data analysis. Thematic analysis was employed to identify and explore the relationships between emerging themes (Braun and Clarke 2006) . Thematic analysis is an inductive process that requires several stages. First, initial ideas were noted in a field diary while the first author read interview transcripts. Second, transcripts were coded line-by-line in first-level units of meaning (see Table 1 ). This involved assigning a literal code such as 'associated voice onset with spirituality'. Consensus coding was performed, whereby each researcher independently coded the transcripts and met to compare codes and interpretations. Third, units of meaning were grouped into second-and third-level categories. Categories and themes were continually checked for consistency with the original data and between each other, as the first author moved backward and forward between the entire data set, coded extracts and data analysis (Braun and Clarke 2006) . Themes were compared with each other and refined, and were defined to ensure that their meaning was discrete. Consensus resulted in the identification of one overarching theme and five interrelated themes (see Table 2 ).
Study findings represent the researchers' interpretations of participants' understanding of their experiences. Since taking an objective stance is not possible, researchers must be aware of, and reflect upon how personal biases may influence the research process (Braun and Clarke 2006; Curtin and Fossey 2007) . The first author, who undertook data collection and led data analysis, bracketed any personal assumptions and reflected upon their potential influences on the research process (Braun and Clarke 2006) . To accomplish this, a field diary and reflexive journal were kept throughout the study. For example, the primary researcher composed a journal entry detailing presuppositions held about hearing voices and how they may affect the research process. There are no known conflicts of interest.
Results
Understanding VHE was characterized by an overarching theme of 'tension and recalibration'. This overarching theme permeated five interrelated themes: beliefs about voices; navigating the relationship with my voices; learning to live with my voices; rediscovering myself with my voices; and, influences to understanding my voices. Participants' initial beliefs about voices influenced their responses and resulted in the use of varied coping strategies. Participants who explained voices through illness perspectives tended to be more fearful of them:
I was scared…It was new to me, the whole idea of hearing voices, and I was a little bit petrified that I was going mad…I'd go to bed…try to bat off the voices… try and not interact with them.
Participants became open to interacting with their voices over time, resulting in more positive experiences of voice hearing:
When I did start interacting with them, they got a bit better…and I started doing things in association with hearing voices. (Alex)
Beliefs About Voice Identity
All participants described their voices as sounding like "real-life voices", while some participants also heard sounds other than human language. Participants personified their voices to varying degrees by naming the voices or identifying their gender, age or personality characteristics, such as being "bubbly and friendly" (Ella). Personifying the voices helped participants to distinguish between their voices, though some noted that "know[ing] whose voice was what" (Alex) became more definitive over time.
Four participants described recognizing their voices as representations of someone within their social world. Voices were identified as personifications of real-life friends, relatives or acquaintances (see Table 3 ). Two participants described resemblances so alike that they experienced tension around identifying whether conversations were had with the voices or the voices' real-life counterpart. When I'm making decisions…John and Christopher are not quite up to it. Kenneth…has useful comments, whereas the other two, they can be a bit annoying at times…I take much more notice of Kenneth. (Alex) Tension existed in participants' beliefs as to whether their voices were separate from, or part of themselves. To make this distinction, participants questioned the nature of their voices' identities, such as distinguishing the tone or "emotional quality" (Ella) from their own sense of self.
Beliefs About Power and Control of Voices
Each participant described their voices as being powerful. The power and control of voices was considered along a spectrum, from "vulnerability" (Ella) to being "like uranium" (Ben). The perceived power of each voice was dependent on the characteristics of the voice and how participants responded to the voice. When voices were dominating, participants felt "plagued" (Alex) or "overwhelmed" (Ella):
When it gets scary…it's this experience of victimhood…of having that powerlessness. (Ella) I tried to ignore [the voice] but it came harder and faster at me…and when I did cooperate, it reduced in severity and frequency. (Alex)
Participants described more positive relationships with voices when they felt they had more control:
There's almost a celebration when I hear the voices, and I manage the voices to be available at appropriate times. (Alex)
Theme 2: Navigating the Relationship with My Voices
Participants noted that their relationships with voices evolved over time. Four participants improved relationships with their voices because they came to know and understand them more intimately. Participants described developing mutually beneficial relationships with voices founded on trust and respect, as participants discovered how voices could provide help and fulfil their needs. For example, Cooper explained "if I didn't hear the voices, I probably wouldn't have kept my job". Useful encouragements led to Cooper interacting with the voices for other purposes, such as asking for advice: Sometimes I can't always do things straight off the top of my head and I will refer to the voices to see if they have any better ideas.
Knowing how to listen, interact and acknowledge voices allowed participants to mediate their own needs with those of their voices and assert boundaries:
If a voice comes to me at an inopportune moment… I'll say "I acknowledge you, I understand you're there, please give me two hours and we'll speak again in two hours' time". (Alex)
When needs of the voice and participant clashed, tension arose from being unsure of how to overcome this:
Sometimes it ends in a shit fight, because I might not do what the voice said. I might do something else. And I might be in the wrong anyway. And then I'll to and fro… (Cooper) Knowing when to act or not act on the voices was described. Participants were more likely to disregard voices when they caused distress, when they disagreed with them or when they were untrustworthy or unhelpful:
John Smith and Christopher Laws [voices] , sometimes they are not appropriate and you need to be measured and acknowledge them but then not act on it. (Alex)
Theme 3: Learning to Live with My Voices
Participants described a process of "learning to live with your voices" (Cooper) over time that involved accepting the voices and discovering their meaning and purpose.
Accepting the Voices
All participants identified needing to accept their voices to begin to get along with them. Some participants accepted that the voices weren't "going away", making it necessary to "learn to relate to them a bit better" (Cooper). One participant described needing to find and accept the trauma-related meaning and origin of the voices to move on:
You've just gotta accept it and not stress about it… you're going to get worse…Sometimes you have to accept it and actually deal with and put in precautions of what you're going to do to overcome it. (Daniel)
Discovering the Meaning and Purpose of Voices
Each participant attempted to discover meaning or purpose for the voices, so that they could integrate them into their lives. Relating the voices to life events, people or trauma allowed all participants to unearth significant personal lessons:
The experience has very much helped to understand Understanding the meaning or messages of voices was "thought-provoking" (Alex) in supporting participants to cope with challenges.
Participants described diverse benefits of hearing voices: being a friend or companion through periods of isolation; replacing the role of lost ones; and guiding decision-making or growth. Alex described a situation where he used advice from one of his voices in court:
Several times I answered the questions that my voice had actually suggested the answer to. (Alex) Voices were found to play a helpful role in overcoming or resolving the issues they embodied. They also supported emotional expression, or provided 'fulfilment', or a way of healing oneself:
The songs that I sung [with the voices] was to actually…heal my inner self…the songs would actually make me express my emotions out. (Daniel)
Theme 4: Rediscovering Myself with My Voices
A dynamic interplay emerged between participants' VHE and self-identity. Four participants adopted illness identities, labelling themselves as "schizophrenic', "mad" or "psycho." Ella commented that it was often difficult to resist assuming the "societal…archetype of the crazy one. The insane person who is, by definition, defective and inferior". She emphasized that "getting clearer" on her identity was a crucial supporting factor for her recovery. Participants described how approaches that encouraged exploration and understanding of their VHE empowered them and promoted a positive sense of self.
Two participants identified having voices that embodied and reinforced negative perceptions of self, such as "feeding off" "shame", "self-hatred" and "worthlessness" (Ella). This sometimes negatively affected participants' sense of self that then increased their distress: "the voices sometimes kick you while you're down, and it's bad for your self-esteem" (Cooper).
Although most participants described experiencing "ups and downs", they each described the VHE as a pathway for "personal growth", rediscovery and transformation. This journey involved tension for each participant. Despite this, four participants expressed no desire to eliminate the voices from their lives:
Sometimes you don't want your voices cause they're driving you nuts and sometimes you need them to get through daily life…I've been through hell since I was about 18…but at the same time, it's helped to shape me as a person…it's been worth it 'cause I've come out a different person. (Cooper)
Theme 5: Influences to Understanding My Voices

First Response
Initial responses from others had profound influences on how participants understood their VHE. Two participants noted that they "had not heard of anyone hearing voices before" (Alex), which led them to believe that voice hearing signified madness. Mental health professionals and social supports reinforced this belief which often caused distress for participants.
No participant reported experiencing positive or affirming initial responses to their voice hearing from anyone, leading participants to feel isolated or have low self-worth:
I said "yeah, I'm hearing voices and it's weird."… didn't really get anything back from [family members]…I felt like I was on my own. (Cooper)
Mental Health Clinician Approaches
Four participants described how pathological discourses of voice hearing from mental health clinicians invalidated their perspectives, gave them little hope for recovery and negatively influenced their identity:
I'll say "I hear a presence that's a divinity…" And my…medical person is sitting there going 'crazy box.' There's a filter that rejects that experience. (Ella)
Hearing Voices Group
Participants described many "gifts" from the group that supported understanding VHE and recovery. Two participants "began to see more and more, the links to trauma" (Ella) which enabled them to understand "where the voices come from" (Daniel). Each participant emphasized the significance of the Hearing Voices approach in facilitating respect and empowerment which differed from the medical discourse that participants had "endured" (Alex):
I…had that ah-ha moment, understanding that I'm not unwell when I'm hearing voices. And that whole model of hearing voices from the sickness model to the celebrated model. (Alex)
The Hearing Voices group provided a platform for participants to explore their VHE by sharing their stories. This aspect of the group was highly valued and marked a turning point in participants' understanding:
Learning to tell my story [a different] way shifted…so much for me…So I'm not telling an illness story. I'm telling a story of opportunity or learning. (Ella)
Participants emphasized the purpose of sharing in reducing the feelings of isolation and hopelessness they had experienced for many years: "It was a real 'I'm not alone in this situation anymore'" (Ben).
Each participant highlighted how the group taught them that they could "recover from the voices" (Daniel). Many had not considered recovery possible, given the responses they had previously received from mental health services. Learning that other voice hearers could lead normal lives gave participants confidence: "I thought if this person is having voices and they're doing this and that…why can't I?" (Cooper). Each participant attempted management strategies they had learnt from the group to navigate their relationships with voices:
I really started getting some real traction in managing the voices…[the group] taught me how to interact with my voices, how to make time for them to come at a different time. (Alex)
Social Supports
Each participant pursued support from family members for their VHE, which either enhanced or hindered their understanding. Some participants described feeling isolated by their family's lack of understanding:
As a child, you don't know how to explain it to your family, or no one's listening to you. Or, like, you don't have anyone to talk to. So you bottle it up within yourself. (Daniel)
Participants described the importance of receiving support from family and friends for their VHE, particularly during periods of distress or being unwell:
I will never forget what she said because it was one of the most um, respectful ways of handling someone's voices…she said "next time you hear my voice in your head, just send me an SMS to check…Cause the voice will say "I am her".…She gave me tools to do a reality check. (Ella)
Discussion
This study aimed to explore how voice hearers who have participated in a Hearing Voices support group understand their VHE. Participants offered insight into how this understanding changed over time. Other studies have investigated how voice hearers in inpatient settings (Fenekou and Georgaca 2010) and public community service settings (Holt and Tickle 2015; Knudson and Coyle 2002) understand their experiences. The findings presented here are limited to participants of a peer support group based on HVM philosophies. These findings cannot describe what voice hearing is like for individuals who have not been exposed to support groups or the philosophies of the HVM. Since a key theme of this study is the role that beliefs play in voice hearers' understanding of VHE, comparing understandings from voice hearers who have not had this exposure would be beneficial to extrapolate further influences to understanding. Whilst the small sample size and lack of gender and cultural diversity limits generalizability, the depth of interviews promoted significant insight into each participants' understanding.
The findings of this study constitute three key implications to the current evidence base.
First, this study identified voice hearers' assertions that VHE may contribute positively to their lives. The current evidence base is dominated by studies examining the distress and disability caused by negative VHE. However, many personal testimonies (Romme et al. 2009 ) and a small number of qualitative studies (Holt and Tickle 2015; Fenekou and Georgaca 2010) have established that VHE are a profound and all-encompassing experience that can involve tension, from which personal growth emerges as much as distress and disability. Each participant of this study described a nonlinear journey that, in hindsight, offered them an opportunity for growth. Recovery was defined by participants as learning to navigate their relationships with voices in a more positive and helpful manner. This study highlights the usefulness of voices that can be understood when the hearer learns to live with, rather than eliminate or suppress, their voices. This study supports the small evidence base surrounding HVM approaches which indicate that recurrences and relapses may present opportunities for learning and growth.
Second, a key theme of the study illuminated the intrinsic relationship between voice hearing and identity. Onset of voice hearing was marked by a period of being overwhelmed, heightened emotion and, most importantly, a state of confused identity. Participants demonstrated their identity being negatively affected by voices that were critical or derogatory in nature, as well as unhelpful responses from family or health professionals. This led some participants to adopt an 'illness identity'. In the literature, identity is often a critical element of personal recovery, with multiple consumer recovery testimonies articulating the crucial process of recovering self and identity, along with other aspects of well-being (Anthony 1993; Deegan 1988; de Jager et al. 2015; Romme et al. 2009 ). The NSW Mental Health Commissions' (2014) Living Well: A Strategic Plan for Mental Health in NSW calls for service provision to be better integrated and more holistic in meeting the needs of consumers. Initial onset support is as critical to promoting well-being and hopefulness as support and therapy. This finding presents an avenue for opportunity in identifying how mental health services can helpfully respond to people who experience voice hearing. The Maastricht interview is a tool that encourages voice hearers to explore various aspects of their voices, including voice characteristics, triggers and explanations for voice origin. Other therapies that may support sense-making include narrative therapies and psychodrama.
Third, the overarching theme of tension and recalibration gave rise to participants' deepening understanding of their voices. Participants identified sense-making as a key mechanism of navigating interactions; that is, making sense of one's own needs versus the needs of the voices, and finding meaning within the voice messages. Participants articulated the opportunity provided through the group to engage in sense-making, and in doing so, deepen understanding. Exploring and understanding voices further influenced the ways participants navigated their relationships with voices; for example, acknowledging, negotiating and boundary-setting. Several models of recovery exist in the literature, however the process of sense-making described in this study aligns with strategies advocated by Romme and Escher (1989) as part of the 'Organization phase' of recovery. This phase includes finding meaning and acceptance, and developing coping. All participants identified that the opportunity to engage in sense-making around their VHE had not previously been afforded within their interactions with mental health services.
The average duration of voice hearing for participants was 28 years, with engagement with mental health services having occurred for most of this time. These findings emphasize the need for mental health services to re-evaluate how and when they intervene with people at first onset of voice hearing, beyond medication management. The evidence for approaches that support sense-making as a first line response to distress already exists. One such approach is the Finnish model, Open Dialogue, which is founded on the principles of: immediate support (within 24 h of assistance being sought); within voice hearers' familial context; and, integrated pharmacological coupled with psychological treatment guided by voice hearers themselves (Seikkula et al. 2006) . Preliminary outcomes at five-year follow-up of this approach indicate 82% of participants did not have any residual psychotic symptoms, 86% had returned to full-time work or studies, and only 29% had received neuroleptic medication at some point of treatment. Earlier intervention and support for voice hearers to more readily navigate through the early phases of VHE could lead to the achievement of better outcomes in recovery and well-being for voice hearers.
Conclusion
The current study offers a distinct contribution to the literature of the importance and therapeutic benefit of supporting voice hearers to explore their VHE, and in doing so, derive personal meaning. Supporting individuals to navigate their relationships with voices has the potential to promote mutually beneficial, lifelong relationships as well as interpersonal and intrapersonal skill development. Future qualitative research into the utility and effectiveness of unorthodox and alternative approaches to working with voice hearers is warranted to support their recovery.
